To describe the lack of access and continuity of health care in adults.
The Brazilian Unified Health System (SUS) is guided by the principles of universal and equal access and aims to provide services based on health needs.
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The concept of "access" is complex and multidimensional, and may focus on people's characteristics, service supply or the relationship between people and services. 19 In this study, the concept is a synonym of accessibility, referring to the possibility of using health services when necessary. 18 Lack of access is the impossibility of using the service regardless of need, expressing lack of capacity to respond or difficulty in ensuring health care. 22 The behavioural model proposed by Andersen and Newman identifies access as one of the mediators of health service use, and indicates four dimensions of access: potential access, referring to contextual factors; realized access, relating to service use; effective access, referring to the care process; and efficient INTRODUCTION access, focusing on changes in health conditions and satisfaction as a result of the received care. 1, 18 The mechanisms that regulate the seeking and use of health services need to be understood, such as health needs which do or do not lead to services being sought; when seeking care, demand is generated and this is mediated by the existence or inexistence of the service, the main barrier to access. 18 Other barriers are geographic distribution, the availability and quality of human and technical resources and the health care model. 20 According to Pereira, 16 when health services exist, needs may transform into demand for services and their use. A health need is "any disturbance to health or well-being, from both the patient's and the health professional's point of view, capable of resulting in a demand on the health system". Needs can also be perceived (when they are identified by the individual), or unperceived (when they are only identified by a health professional). 16 Even when the need is felt, an individual has "freedom of use" based on the degree of information about choices or, in other words, an individual has a health need but does not seek care owing to personal decisions. 18 Continuity of care also deserves attention, and its quality must be evaluated. Continuity is related to the experiences and relationship of a patient with a clinician, as well as coordinated clinical care as the patient moves between different parts of the health service.
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Adequate diagnosis and treatment procedures culminating in user satisfaction would be the desired course for all health care.
7,14
The individual's lack of access to first contact or the lack of continuity of care can be considered indicators of the quality of health services by identifying inadequacies as: shortage of professionals, setting and fixed days for performing programmatic actions shifts.
Despite the importance of barriers to access to health services and to continuity of care regarding public health and impact on health indicators, studies in this area are incipient. This study aimed to describe lack of access and lack of health care continuity for adults.
METHODS
This study was part of a survey that investigated the access and quality of health services in Brazil. This was a cross-sectional population-based study performed on a sample of 12,402 adults with ages from 20 to 59 years, resident in urban areas of 100 cities in 23 states in the five Brazilian geopolitical regions. 9 The sample size was estimated a posteriori based on prevalence rates. The largest sample required had 9,151 subjects, assuming: 0.7% prevalence of lack of access, accuracy of 0.2 pp, and a design effect of 1.2, including 15.0% for losses and refusals. It described the characteristics of continuous care.
The sample representing the adult urban population was located by a multiple level sampling process 9, 17 that considered population size, census tracts and households. Municipalities were aggregated according to population size and selected systematically. Census tracts were allocated randomly according to the proportion of valid sectors and population size, using the official grid of the 2000 Population Census.
a Ten households were visited in each of the 638 sectors selected, "jumping" systematically 30 households from one residence to the next with the aim of finding 17 adults per sector.
All adults resident in the households were eligible to be interviewed. The 55 selected and trained interviewers collected the data using a hand-held device (PDA -personal digital assistant) in 2009. The data was stored on portable computers and transferred to the study headquarters via Internet.
The questionnaire was standardized and pre-tested. It contained socioeconomic and demographic variables as well as variables regarding both public and private health service use.
The respondents were asked if they had received some form of health care recently (hospital admission and accident/emergency care in the last 12 months; care provided by a doctor, other health professional or domiciliary care in the last three months) in order to investigate lack of access. If no, they were asked whether they had needed it, despite not having had care (yes/no). The sequence of questions asked about care provided by a doctor can be exemplified as follows: "In the <last three months>, have you been seen by a doctor?" If no: "Despite not having been seen by a doctor, did you need to be seen by one?" If needed: "Have you sought the care of a doctor in the <last three months>?" If the care of a doctor was sought: "Why were you not seen by a doctor?". The questions for investigating the other forms of care provision followed the same pattern. Care provided by other health professional referred to top-level professionals, including dentists, psychologists, physiotherapists, dieticians, physical education teachers, speech therapists, social workers and nurses.
The reason for not receiving care and the outcome of the problem were investigated to describe barriers to access. With regard to care provided by a doctor, another health professional or domiciliary care, the respondents were asked whether they had sought care and the reason why they had not sought care. The reason why care was needed was also considered when it was provided by a doctor or domiciliary care.
In order to characterize barriers to care continuity, the respondents were asked about: all forms of care provided, the outcome of the problem after receiving care, whether they had received any explanation about the reason for care being provided, whether they were referred for a follow-up appointment, whether the follow-up appointment took place and the reason why they did not have their follow-up appointment. They were also asked whether they were referred to another service, whether any of these referrals did not take place and the reason why they did not have the care to which they had been referred regarding care provided by a doctor, another health professional or domiciliary care. Exclusively in relation to care provided by a a Instituto Brasileiro de Geografia e Estatística. Censo brasileiro de 2000. Rio de Janeiro; 2000 [cited 2010 mar 10]. Available from: http://www.ibge.gov.br/home/estatistica/populacao/censo2000/default_prim_resultados.shtm doctor, respondents were asked whether any tests had been requested and the reason for not having them. The term "continuity of care" was used instead of "management continuity", since part of the visits may refer to a continuum of care throughout life, and part may be related to specific problems.
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The descriptive variables were gender (male/female), self-reported skin color (white; black; other -mixed, Asian and indigenous categories), age in years (20 to 29; 30 to 39; 40 to 49; 50 to 59), education in years (none; one to four; five to eight; nine to 11; 12 or more), economic classification as per Brazilian Association of Research Companies (ABEP) b (A and B; C; D and E), per capita income in minimum wages (≤ 0.3; 0.4 to < 1; 1.0 and more), morbidity diagnosed medically (hypertension; diabetes mellitus; nerve problems -yes/no), geopolitical region (MW/N/NE/SE/S) and municipality population size (≤ 30,000; 30,001 to 100,000; 100,001 to 1,000,000; > 1,000,000 inhabitants).
For the purposes of quality control, 5.0% of the interviews were selected randomly to be repeated within three days at most, following the first interview. Hospitalization in the last year and a medical reference hypertension resulted kappa index of 0.77 and 0.73, respectively.
Based on the results obtained by the sample, a projection was provided for the reference population, i.e. adults in urban areas throughout Brazil, based on a total of 92,168,985 inhabitants. 
RESULTS
A total of 13,756 adults were identified. Losses and refusals accounted for 9.8%, resulting in 12,402 individuals included in the study; 55.1% were women and 39.7% self-reported white skin colour. Average age was 37.4 years (SD = 11.5 years) and 31.8% were aged 20 to 29 years.
Approximately 1/3 of the individuals had between nine and 11 years of schooling. Most individuals fell into economic classification C (51.5%) and 42.0% had per capita income > 1 minimum wage. A quarter of the respondents reported medical diagnosis of at least one chronic disease. The highest number of respondents lived in the Southeast (35.4%), in cities with between 100,001 and 1,000,000 inhabitants (39.9%).
About 3.0% were not admitted and did not even have access to hospitalization (223,324 adult Brazilians), among those who self-reported need to be admitted to a hospital. The majority needed to be admitted to a hospital for an emergency surgery (30.0%) or to undergo examinations (20.0%); 40.0% did not admit themselves to a hospital because they thought they did not need to; and 20.0% reported that the outcome of their health problem was worsened ( Table 1) .
Of those adults who were admitted to a hospital, 42.9% were discharged without being referred for a follow-up appointment and 20.6% of those who were referred did not actually have the appointment (4.7% for difficulties within the health service: 1.9% -no appointments available; 0.9% -no doctor available onsite; 1.9% -lack of SUS doctors) ( Table 1) .
Of individuals seeking accident/emergency care, 2.1% (360,186 people) did not receive it. Almost half (49.0%) gave up waiting to be seen since it took too long and the problem causing them to seek care had got worse in 16.3% of cases ( Table 2 ).
The majority (85.1%) provided with accident/emergency care were discharged without being referred for a follow-up appointment and 28.4% of those who were referred did not attend it. Lack of access to follow-up appointments owing to difficulties within the health service (no appointments available (1.1%); no doctor available onsite (5.5%); lack of SUS doctor (2.2%)) accounted for 8.8% (Table 2) .
Out of all respondents who sought care provided by a doctor, 1.1% did not receive care (n = 49): 353,867 Brazilian adults were estimated not to have had access. The main reason for needing to be seen by a doctor, even though they were not seen, was "because I thought I needed to, I was feeling ill" (80.8%). Reasons relating to health promotion and prevention were reported by 53.9% of the sample: health problem follow-up/monitoring (29.9%), check-up (17.4%), pre-cancerous conditions (4.1%), prostate examination (1.5%) and antenatal appointment (1.0%). Around 70.7% of individuals who reported needing care actually sought it. The main reasons for this were the absence of a doctor (42.6%) and unavailability of appointments (40.4%). When asked why they had not sought care provided by a doctor, 53.4% stated difficulty in getting an appointment on SUS and 9.3% the lack of a doctor. The majority (50.3%) considered that their health problem Discharged from the accident and emergency unit without being referred to a follow-up appointment (n = 2,178) Continue continued just the same after having been seen by the doctor (Table 3) .
More than half the adults (57.1%) left the appointment without being referred for tests after being seen by a doctor, 16.4% did not have any tests performed because they were not able to on the SUS or because they were not available in their city (4.4%). Many (92.9%) left the appointment without being referred to care at another service (Table 3) .
Of the respondents, 2.0% stated that although they had not received care provided by a health professional other than a doctor, they needed it (representing 246,417 adults). More than half (56.0%) reported not having sought care, especially for the difficulty in getting an appointment on SUS (57.1%). The main reasons why adults did not receive care were the lack of appointments (27.3%) and users being unable to pay for services (24.2%). The majority (61.3%) stated that their health problem remained unaltered (Table 4) .
Most individuals (95.9%) who received care were not referred to other services. Around 41.0% of those who were referred did not receive the care to which they had been referred either because they were not able to get this care on SUS (20.0%) or because it was not available in their city (4.0%) ( Table 4) .
Lack of access to domiciliary care was reported by 2.9% of the adults (representing 126,447 individuals). Transport difficulties (35.5%), being confined to bed (29.0%), blood pressure problems (16.1%) and backache (12.9%) were the most reported reasons for needing to receive domiciliary care. Approximately 3/4 reported not having requested domiciliary care. The majority (47.1%) did not receive care because, even though they sought it, no response was provided by the health service, the health service had no professional available to provide the care (47.1%), or the health service did not provide this kind of care (41.2%). The most mentioned reasons for not seeking domiciliary care were because the health service did not provide this kind of service (68.9%) and there was no professional available to provide it (5.6%). The majority (45.2%) stated that their condition remained the same as before seeking care (Table 5 ).
Around 93.6% of those who did receive domiciliary health care were not referred to other services, and 11.4% of those who were referred did not reach these other services because they were unable to schedule an appointment (25.0%) ( Table 5 ).
DISCUSSION
The prevalence of lack of access to services and provision of care by health professionals was relatively low and showed little variation. Lack of access was more prevalent (3.0%) for individuals who reported needing hospitalization, whilst individuals who reported needing provision of care by a doctor presented the lowest prevalence (1.1%). The prevalence rates of this study are similar to those found in PNAD, even though the PNAD respondents' recollection period was shorter, their age range was greater and more subjects were interviewed than in this study.
A study conducted in the city of Pelotas, Southern Brazil, found a 6.5% prevalence rate of lack of access to a health service in the last month in a sample of adults Despite being low, the prevalence rates found in this study reach another dimension when they are extrapolated to include all adults living in urban areas in Brazil. Access to a doctor, for example, is estimated to be lacking for more than 350,000 public and private health service users and 360,000 adults are estimated to be without access to emergency care. This is worsened by the service being mainly public. These projections are expected to be useful in supporting health management to calculate the efforts needed to address it, such as scaling up the physical structure of the services and the workforce.
Similarity was found among the reasons for seeking care by both those who did and those who did not manage to access services, with regard to hospitalization, care provided by a doctor and domiciliary care (data not presented). Different from the 2003 PNAD, which found preventive actions to be the main reason for health care provision, our study identified surgical operations and illnesses in general as being the main reasons for needing to be admitted to a hospital or needing to receive health care, like the 2008 PNAD. The main reason for lack of access by those seeking health care was structural and organizational problems: lack of hospital beds, charges for services, having to wait a long time to be seen, lack of health professionals, lack of appointments availability and lack of the kind of care needed. Similar aspects were found by the PNAD and by the study conducted in Pelotas, RS, in particular charges for services, unavailability of appointments and lack of doctors. Financial and structural problems continue to be significant obstacles to accessing health services. Service users can think it is so unlikely for them to get an appointment at their health centre within a short space of time that the majority do not even try to get one.
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Geographical, financial, organizational, information and cultural barriers to access are an expression of the characteristics of supply that can facilitate or impede people's ability to use services. Travassos & Castro 20 highlight the most important barrier as being the unavailability or physical absence of services and human resources. However, information about such availability, the illness in question and treatment options are also important in facilitating the use of health services, as these factors have an impact on people's perception of health. Individual perception can also affect use of services, as both the quest for and use of them can be triggered by perceived need.
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Despite the important progress made by SUS, inequalities in universal access still exist. Problems relating to equity and comprehensiveness persist in that structural aspects reported as being the main barriers to accessing health services and ensuring continuity of care. Longitudinality, i.e. service users being accompanied over time by health professionals, is considered to be a key characteristic of Primary Health Care. However, this concept can also be applied to other levels of care, given that it relates to positive health care results and can be used to assess its quality.
15,23
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There is a lack of information about the need for or indication by health professionals to have follow-up after care, about the need to have tests and the need to be referred to another health professional. Despite that, continuity of care and assessment of the service user's condition can result in more accurate diagnosis and more efficacious treatment, in addition to optimizing referrals to specialists and the performance of more complex procedures. The same can be observed regarding the prescription of tests and medication, especially about the lack of access to some of these procedures during health care provision. have access to services and for whom this experience is positive, tend to use services more. 13 Most individuals who manage to use health services feel satisfied, despite significant inequities.
User satisfaction can be understood based on conceptual models. It may be limited to a checklist or be observed from the perspective of the theory of discrepancy, whereby levels of user satisfaction are predicted from the difference between expectations and the perception of the experience the user has. Furthermore, the theory of embodiment states that satisfaction is the difference between what is desired and what is obtained. 8 People seek emergency service care owing to greater assurance of access (24h care -"open doors"), problem-solving and being able to have examinations and tests then and there. 2, 6 The degree of user satisfaction, apart from being an important indicator of health service quality and access, is also a tool that enables service managers to evaluate and monitor the health system. 12 Problems affected by barriers to access can be less severe. However, when comparing this with the answers given by those to whom care was provided, no significant differences were found.
In a context of high prevalence of chronic diseases among adults, most of them seek care in order to cope with their health problems rather than to cure them. Therefore, regular contact with a health service provider can influence behavioural change and better treatment adherence, aim of staying healthy and having better quality of life.
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There are few studies describing and quantifying barriers to accessing health care and its continuity. This study analyzed when respondents last received health care, which varied between three months and one year. These periods were used to minimize bias in the respondents' recollections of what happened. 3 Other positive features are the low percentage of subjects lost to the study in relation to the estimated sample size, sample size and comprehensiveness, and its being nationally representative, as well as its use of primary data.
The low proportion of individuals without access to health services and care hampered the precision of the analysis. Stratified or adjusted analysis could help to understand the most affected social groups. It can also contribute to the adoption of measures and policies to reduce inequalities, in addition to increasing the efficiency of the health system and scaling up access to services and their quality. Despite the low prevalence rates found, when these proportions are projected and applied to the entire Brazilian adult population living in urban areas, many individuals do not access the health system or have continued health care.
The importance of the access and continuity of health services is increasing in national and international literature. Most studies defines service use as a synonym of access and do not investigate adequately lack of access and continuity of care.
Quantifying lack of access and continuity of health actions and service supply throughout the national territory helps its magnitude to be recognized, assisting in the definition of strategies for controlling them in the health system.
